MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

. DEPARTMENT OF PUBLIC WMEALTH AND WEL

Registration District No, ___.3.!___ K —--Primary Registration District No. ﬂﬁ---__kwlstrar ’s Na, £~ 7Q_¥

,—62-037078

STATE FILE NUMBER

DO NOT WRITE
ON THIS $TUS AMENDED
1. PLACE OF DEATH L 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 8 a. COUNTY St.Louis a. STATE Mo b. COUNTY —S-T L J w’g)
Rev. 4/59 % b. CITY (If cutside corparste limits, give TOWNSHIP enly} Length of stay in 1b ¢ COILY s Inside Limits
'Y )
= own  Fenton, 10 years 1OWN  Fenton, Yes B-Fo O
l}_f_ : . f}&%pﬁmz OF (If NOT in hospital, give location} |m|;n/hrw( d. SE)%EREETSS (if cutside, give locatian} Reside on Farm
_T4o0 Al
> b NeTUTON Rt .1 Box Sli-Bowles Ave. Yes @ No O Rt.l Box 84 Bowles Ave | veO Nom—
_— ia:&e_ l0
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
p WILLIAM J. KAMLEITER DEATH Sept. 26th, 1962
o 5. SEX & COLOR OR RACE 7. Married T Never Married [J [8. DATE OF BIRTH | 9 AGE (last binthday} | IF UNDER 1 YEAR IF UNDER 24 HR
Widowed [J Divorced [] Months |  Days Hours Min.
5 ! Male White ' 3-2 2-1893 69
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT-COUNTRY
6 w during most of working life, avan if retired)
= Contractor Self-employed Germany  {(N.C.) U.S.A,
o 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
7 / =
Q Elizab
g abeth Kamleiter
8 e 2 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 1L _<ncad ecounity ua, T7, INFORMANT addres Fenton, Mo,
I — (Yes, no, or unknown} {If yes, give war or dates of servig .
9334 Y| l Flizabeth Kamleiter-Rt.l Box 84 Bowles Ave
3 3 ‘é E 18. CAUSE OF R'Ei\l;ﬂ ([E)"mHm\}\'I):Ag"(?;JIS’EB pae\: line S - ISITER‘\{AL %ELVE‘}EN
10 Z EAT NSET AN ™o
o 5 g IMMEDIATE CAUSE (a) _* L. — |
1 Sla o N
22 3 _ 4
o lnj [&] Conditions, if any, DUE TO (b} »
12
- @ G which gave rise to 4
1212 sbove cause (a),
13 E = stating the under-
lying cause last. DUE TQ (c) e/
———“% z PART 1. OTHER SIGNIFICANT cowomons CONTRIBUT!NG DEATH but el ed to the termmal PART 11l. I deceased war female was
.9_ ditease condition given in PART | (a) 9 J‘J there a pregnancy in last 90 days.
b < 2
z £ fg\ é /46 ’D Yes rD No I O Unknown
z 2 #?‘( /D LAY /
g E 1. WASOAR'R':?DPSY m,!Acc;__EI)ENT suu&be HOMLI_|CIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natureiof injury in PART | or PART Il of item 18.)
PERF
2 ] YES [] NO
o .
z (= X1 20cTIME OF  HouF Manth, Day, Year | -
o o = 3 INJURY 2.m.
W p.m.
[ ] =
Z -] 20d, INJURY OCCURRED 200. PLACE OF/REAIRY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
» o WHILE AT WORK %1 O farm, facfofy, street, office bidg., etc.)
NOT WHILE AT WORK
U o o [a)
g o E é 21. | attended the d d from /q (f,o
w s 9 Death occurred at :05 A
g 2 8 6 222, SIGNATURE {Degree or title} 22b. ADDRESS - 22: DATE SIGNED
I . A S Y ¢ -
| ® = 7,57 'l 346 0 el a-4> -Q
3 23a, BURIAL, CREMATION, | 23b. DATE 23c. NAME Or CEMETERY OR CREMATORY 23d, LOCATION {City, town, or county) {State)
0' a REMOVAL (Specify) L 6 t 1 qt C t
=z r Burial Sept.29,1962 UMt .Hope Mausoleum St.Lonis County,
= <( § T2a. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. RE RAW '/I/w I
= > | Kriegshauser-4228 S.Kingshighway Blvd. P ﬂ 7.—

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision.
$tudent SignedM/

Signature of Student Embalmer
Licensed Embalmer No.__ < ﬁﬂ;

P.O. Address’%; : }Lﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply
with the above constitutes grounds for revocation of license). ' '

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




